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H AVING recently had occasion to operate upon a young 
woman suffering with prolapse of the rectum of sev¬ 
eral years' duration, I devised an operation for proctorrhaphy 
which seems to meet all the indications. As far as I know 
the method is a new one; but 1 realize that it is not safe to 
assert that any operative method is new. Since writing this 
note I have understood that Diefienbach proposed a some¬ 
what similar method. The anal aperaturc was so dilated that 
I could readily insert the ends of the five fingers of my hand 
into the rectum. When the bowel was prolapsed it protruded 
from the anus as a sausage shaped mass about four inches 
in length. 

I determined to cut out a V shaped portion of the posterior 
wall of the rectum, the apex of the V being upward, and at 
the same time diminish the anal aperture by excising a part of 
the sphincter muscle. This procedure would diminish the 
calibre of the lower part of the rectum and give it a narrow 
orifice; so that the inferior portion of the intestine would 
diminish in diameter, as it approached the anus, instead of 
being a tube with a wide, almost funnel shaped, lower opening 
through which prolapse was constantly occurring. 

The steps of the operation were as follows: Making a 
small incision in the middle line near the point of the coccyx. 
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I introduced my finger and broke up the cellular connections 
behind the rectum as is done in preparing to excise its lower 
end for carcinoma. The sphincter muscle was then divided 
in two places by incisions situated each about a half inch away 
from the posterior median line. By carrying these incisions 
obliquely backward through the skin until they met at the 
original incision near the tip of the coccyx, I included between 
them a triangular portion of tissue which had as its base about 
one inch of the anal sphincter. With scissors I then cut from 
the posterior wall of the rectum a long triangular piece con¬ 
sisting of the entire thickness of the wall. The apex of this V 
shaped section was situated about three inches up the gut 
while its base corresponded with the space between the in¬ 
cisions by which one inch of the sphincter muscle was re¬ 
moved. 

After haemorrhage had been controlled by catgut ligatures, 
chromicised catgut sutures were used to bring the divided 
wall of the incised rectum together. The first suture was in¬ 
troduced at the apex of the wound, that is, three inches above 
the anus, and was tied with the knot within the bowel. Suc¬ 
cessive sutures were inserted, with intervals of about : /s of an 
inch between them, until the lower margin of the rectal wound 
was reached. The last intra-rectal suture was placed just in¬ 
side the margin of the anus. They were all tied upon the 
mucous surface of the bowel so that the knots were within the 
lumen of the intestine. In this manner the lower portion of 
the rectum was greatly reduced in diameter. The divided 
ends of the anal sphincter muscle were then brought together 
by two catgut sutures and one wire shotted suture. The anal 
aperture was thus reduced so that it was barely possible to in¬ 
troduce the tip of one finger; whereas originally five fingers 
could readily be thrust into it. A drainage tube of rubber was 
then introduced into the cavity between the rectum and the 
sacrum; and the wound leading backward from the anus to the 
coccyx was closed by numerous shotted wire sutures carried 
deeply by means of a strong and curved cervix uteri needle. 

This method will, I believe, be found effectual in preventing 
recurrence of prolapse. 
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Owing to diarrhoea which occurred a day or two after the 
operation, the rectal stitches could not prevent the passage of 
fecal matter into the post-rectal space. As a result suppura¬ 
tion and sloughing occurred there, interfered with early heal¬ 
ing, and destroyed what union had already supervened. 

The giving way of the stitches holding the wound in the 
rectal wall and sphincter in proper apposition is to be regretted; 
but it is possible that the greater degree of cicatrization and 
adhesion around the rectum, resulting from the prolonged 
suppurative inflammation, may be valuable in making subse¬ 
quent prolapse of the bowel even more impossible than would 
have been the case if primary union had been obtained. 

Now, a couple of months since the operation, a cavity 
about the size of a hen's egg still exists between the anus and 
the coccyx. It is slowly cicatrizing and contracting, and will 
soon, I think, be completely healed. The patient goes about, 
ascending and descending stairs without any tendency to rec¬ 
tal prolapse. There is as yet no control of the fecal evacua¬ 
tions when the bowels are made loose by laxatives; under or¬ 
dinary' conditions constipation exists. The operation has, 
therefore, been very satisfactory to both surgeon and patient. 



